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plaining of persistent functional disturbance this precaution should 
never he omitted. 

Examination of the heart in cases of hypertension will reveal 
enlargement of that organ. This may sometimes be difficult of 
detection in fat individuals and in women with pendant breasts. In 
the earlier stages the heart sounds are usually clear, the first tone 
booming and prolonged, the aortic second loud, valvular, and ringing. 
If the ventricle has dilated the murmur of relative mitral insuffi¬ 
ciency may he heard. Late in the case with the heart badly dis¬ 
organized, the patient dropsical, and the pulse small and arrhythmic, 
it may become extremely difficult to determine whether the case is one 
of cardiac failure from prolonged hypertension or a valve lesion in the 
final stage of incompensation. The sphygmomanometer may afford 
us no help at this juncture, owing to the failure of the ventricle having 
so impaired the support of the circulation ns to induce secondary 
low blood pressure. One must then fall hack upon the history and 
the general features of the case to decide the point. 

Analysis of the urine in arterial hypertension may reveal no morbid 
elements from the kidney, although in cnse3 of some standing a few 
hyaline easts will usually be found. If chronic nephritis exists the 
usual urinary characteristics of that disease will nppenr to point to the 
origin of the hypertension. Renal permeability to albumin seems 
to be overcome when the blood pressure reaches or exceeds 200 mm., 
so that cases with very high pressures, whether primarily nephritis 
or not, usually have albumin in the urine. 
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Gastro-enterostomy, "the keystone of gastric surgery,” was 
first performed in 1881. Today this operation is being frequently 
made. The object of this paper is to excite discussion upon the 
bearing of the operation along the lines where it is proper ns well 
as improper. The risks of gastro-enterostomy performed by nn 
experienced surgeon arc inconsiderable. The mortality of gastro¬ 
enterostomy in benign disease is low, 1 to 2.5 per cent. This is 
fortunate in a sense, and yet unfortunate if it encourages the per¬ 
formance of the operation in conditions in which it is not properly 
indicated. 

A most important, essential, and interesting point is that metab- 

1 Rend at a meeting of the 3fnnhattan Medical Society, Now York, December 17,1009. 
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olism nfler gastro-enterostomy is not interfered with to the degree 
of making the operation objectionable on this account. It has been 
clearly demonstrated by observers, particularlly Paterson, that 
metabolism is in no way seriously altered. It has been my expe¬ 
rience, after observing a large number of cases several years after 
operation, that not only has the patient’s digestive ability been in 
no way impaired, but that he was able to take more freely of food, 
even such ns could not be digested before. The ultimate results of 
gastro-enterostomy have been most satisfactory. This has been 
demonstrated by collected eases, notably those of Mayo, Moynihan, 
myself, and others. 

Formerly the most dreaded complication of gastro-enterostomy 
was regurgitant vomiting. This, since the no-loop operation has 
been done, is practically a thing of the past. I was unfortunate 
enough to see a few of these cases when I practised the long-loop 
operation, but have not had a case of the kind since doing the no¬ 
loop operation. One of my cases of regurgitant vomiting necessi¬ 
tated five operations before I was nble to correct it. The cause of 
regurgitant vomiting was believed to be the presence of bile in the 
stomach from the afferent loop, but it has been established by 
experiments on dogs that bile in the stomach has no injurious effect 
on digestion or the general health. In confirmation of this, Moy¬ 
nihan has reported a case in which the result of rupture of the intestine 
at the junction of the duodenum and jejunum necessitated closing 
the duodenal end of the bowel and transplanting the jcjunnl end 
into the stomach, thereby causing all the bile to enter the stomach 
through the pylorus; the patient never suffered from vomiting, and 
remained in good health several weeks after the accident, until his 
death, which was caused by perforative peritonitis, due to the 
Murphy button. Some surgeons, notably Kchr, perform chole- 
cystogastrostomy in preference to cholecystocolostomy. 

It has been my practice to place an anchor suture one-half to one 
inch distant from the commencement of the efferent portion of the 
bowel, in this wise preventing nngulntion and consequent spur 
formation, thus minimizing the chances of obstruction to the onward 
passage of the contents of the afferent loop. I believe that the 
cause of regurgitant vomiting probably has been a meclmnical 
defect at the site of the ennstomotic opening, therefore fnulty tech¬ 
nique. Other complications after the operation, as detailed by 
Moynihan, are hemorrhage, internal hernia, separation of united 
viscera (leakage), formation of adhesions at or near the point of 
new opening, peptic ulcer, pneumonia, and diarrhoea. 

I have never encountered hemorrhage. I have never had a case 
of internal hernia or separation of united viscera, or leakage. In¬ 
ternal hernia is prevented by careful suture of the margin of the 
opening in the mesocolon to the wall of the stomneh. To my mind 
that is more rational than suture of the margin of the opening in the 
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mesocolon to the bowel. Suture of the mesocolon to the bowel, if 
followed by contraction of the marginal mesocolon, may so constrict 
the bowel as to cause obstruction of the anastomotic opening and 
interfere with the passage of the contents of the duodenum into the 
bowel beyond the anastomotic opening. In this connection I might 
say that the surgeon should be a good cutter and a good sewer to 
avoid mechanical complications. I have seen the formation of 
adhesions at or near the new opening; and nlso pneumonia; but 
never peptic ulcer or profuse diarrhoea. 

The conditions for which the operation of gastro-enterostomy is 
indicated arc: Chronic gastric and duodenal ulcer, with their sequels, 
perforation, recurrent hemorrhage, and cicatricial contraction; car¬ 
cinoma of the pylorus, in connection with excision or alone by 
way of palliative* treatment; benign pyloric obstruction resulting 
from stricture, adhesions, or angulation; gastric tetany; gastro- 
ptosis, with loss of stomach motility/ and therefore with stagnation 
and usually more or less dilatation; chronic dilatation, without 
gastroptosis, with stagnation from loss of motility; infantile hyper¬ 
trophic stenosis of the pylorus; duodenal cancer or tumor causing 
obstruction; duodenal fistula; the rare eases of plastic linitis of the 
stomach, in which the hypertrophy of the walls reduces the stomach 
to such a size that only liquid in small quantities may be taken and 
retained. 

The conditions in which the operation is contra-indicated, there¬ 
fore, in which the operation is nil abuse, are: Acute dilniation 
of the stomach, gastric neuroses, dilatation without stagnation, 
advanced carcinoma of the pylorus, and gastric crises. 

This operation does good ill chronic gastric and duodenal ulcer 
by diminishing the acidity, by abating pylorospasm, and possibly by 
allowing the entrance of greater quantities of bile into the stomach, 
removing the condition which has prevented healing of the ulcer. 
About 80 per cent, of patients opemted on for gastrin ulcer by 
gastro-enterostomy recover. That gastric ulcer 'is frequently 
multiple must be acknowledged. It is true that we have no patho¬ 
logical evidence that gastric ulcer is healed following the operation 
of gastro-enterostomy, yet we have clenr clinical evidence that this 
is so. The mortality of gastric ulcer treated medically is about 
20 per cent., and at least 50 per cent, of cures, so-called, relapse, 
and probably not 25 per cent, of patients treated medically are 
really cured. The proportion of cases of relapse after cure follow 
ing gastro-enterostomy is about 10 per cent. 

If the ulcer is not located at the pylorus, the latter therefore opens, 
and the contents of the stomach will partly pass through it ns well as 
the new opening. The churning and propulsive movements .of the 
stomach, which are later taken up by the pylorqs and carried on 
through the duodenum and small intestine, are not interfered with. 
Some of the stomach contents pass through the new opening, as the 
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cut circular muscular fibers, the agents in the propulsive move¬ 
ments, are attached to the margins of the new opening, and in con¬ 
tracting separate the margins of the opening and thus allow the 
stomach partly to empty through this route. In complete pyloric 
obstruction all of the gastric contents, ns a matter of course, pass 
out by way of the anastomotic opening. 

As this paper deals with gastro-enterostomy alone, I have said 
nothing about the excision of the gastric ulcer. There is a great 
difference of opinion as to the relative merits of excision and gastro¬ 
enterostomy. The strongest argument in favor of excision is the 
likelihood of carcinoma becoming engrafted on the ulcer sear. The 
decision, pro or con, is best made at the time of operation, according 
to the appearance and consistency of the ulcer. A thickened, 
greatly indurated ulcer is better excised, since it is impossible to 
determine whether malignant changes may not already have taken 
place, and experience tells us that a considerable percentage of 
those excessively hard and thickened ulcers do show carcinomatous 
changes. Unless there is a suspicion of malignancy, however, 
gastro-enterostomy is the operation of choice, ns showing a con¬ 
siderably smaller mortality. 

The operation is strongly indicated in cases of recurrent bleeding, 
in which the intervals between bleedings are growing shorter, mid 
the amount of blood lost the equivalent or more than on previous 
occasions. The following case is an illustration of operation for this 
condition: 

Mi ss -. ( a g C( l twenty-six years. In 1903 she noticed the first 

symptoms, which subsequently suggested gastric ulcer. She was 
miserable for two years, when she was again attacked with symp¬ 
toms referable to the stomach, In August, 1907, she had an nttnek 
of severe abdominal pain, continuing for three days. Nothing 
remained in her stomach; she suffered from nausea and vomiting, 
which continued for two weeks. On August 23, after taking a 
small quantity of beef juice, she lmd a very severe hemorrhage, 
followed by several smaller hemorrhages at intervals. I saw the 
patient on August 30, with the physician in charge, Dr. Branson. 
As she had not vomited for two or three days before my visit, and 
her condition was so wretched, we agreed to defer operation for 
a few dnys. 

Operation, September 3, 1907. Exposure of the stomach showed 
a saddleback ulcer on the lesser curvature, four inches from the 
pylorus, with greatly indurated edges. Subtotal gastrectomy and 
gastro-enterostomy were done. Recovery was uneventful. 

In hour-glass stomach gastrojejunostomy makes a part of the 
necessary interference. This operation alone will seldom suffice, 
as when made in the pyloric pouch only the obstruction to the 
passage of food from the cardiac pouch still exists, and when made 
in the cardiac pouch alone it will not drain the pyloric pouch; hence 
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it is necessary, in addition to gastro-enterostomy at the pyloric 
pouch, to do a gastrogastrostomy or gastroplasty, so ns to place the 
two pouches in communication. 

Gastro-enterostomy is indicated when a perforated ulcer of the 
stomach or duodenum is sutured, if the patient is bearing the anes¬ 
thetic well. It has always been my practice to do this operation in 
connection with the closure of the ulcer. I know there are many 
surgeons who take the opposte stand; nevertheless, I am of the 
opinion that it is proper to do it if the patients are operated on com¬ 
paratively early. Patients that are operated on late after perforation 
die, do what one will. The additional time which gaslro-enteros- 
tomy takes when closing a perforated ulcer of the duodenum or 
stomach is a mntter of no moment if the operation is done at a 
timely season. The chief advantages of making the anastomosis 
is to make the patient permanently well after he recovers from the 
closure of the perforation, which is too frequently not the case when 
this is not done, the patient continuing to suffer from indigestion. 
In the event that another ulcer has been overlooked, this places the 
patient in the best position for permanent relief. The surgeon will 
have more confidence in closing the ulcer, particularly if it has 
indurated borders, and he will not fear having caused too much 
obstruction to the lumen of the viscus. The operation of gastro¬ 
enterostomy puts the part at rest and makes healing certain and 
quicker, and therefore lessens the risk of leakage; allows us to feed 
our patients earlier, which is of some moment in a certain percentage 
of cases. Yet I may say here that I never hnd any trouble in nour¬ 
ishing my patients for the first two or three days by the bowel, by 
giving saline solutions and expressed beef juice. In fact, I think 
patients, as a rule, do not require anything in the shape of food for 
two or three days after the operation. 

In carcinoma involving the pyloric end of the stomach, too far 
advanced for radical operation, and the patient’s general condition 
being fairly good, and indicating thnt, if able to take nourishment, 
his life would be prolonged for several months and his comfort 
increased, the operation is warrantable. I believe thnt gastro¬ 
enterostomy is often performed in carcinoma of the stomnch thnt is 
radically inoperable, when it had better not be done, ns it only adds 
misery to misery. 

That gastro-enterostomy is the only alternative in benign pyloric 
obstruction due to cicatricial contraction, adhesions, or angulation 
goes without saying. The exception would be an occasional 
Finney operation in exudative contraction, yet I am of the opinion 
that gastro-enterostomy here is the better operation from the stand¬ 
point of ultimate results. 

In gastroptosis with or without dilatation and with stagnation, 
and in dilatation with stagnation, gastro-enterostomy is strongly 
indicated, providing the patient has received treatment in the shape 
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of lavage, diet, gymnastics, and attention to general hygiene, without 
recovery. In dilatation, unless the case yields very quickly to diet 
and treatment, it should be explored. It is not fair to the patient 
to withhold relief in the presence of chronic dyspepsia that does 
not yield to medical means, thus exposing the patient to the greater 
risks of delay. The frequency with which chronic dyspepsin 
proves at operation to be due to some tangible cause is a striking 
fnct in practice. The necessity for the habitual use of the stomach 
tube is sufficient indication for gastroenterostomy. 

In infantile hypertrophic stenosis, in which the symptoms per¬ 
sist in sp'te of lavage and earefid feeding, gastroenterostomy 
promises most, but must not be deferred until hope of cure is out 
of the question. In duodenal ulcer the rationale for gastroenter¬ 
ostomy is the same as in gastric ulcer. In duodenal tumor, 
duodenal fistula, and gastric tetany, it may be necessary to resort 
to this operation. In plastic linilis I have seen excellent results. 
At present I have in mind one ease of a doctor who had not been 
able to take anything but liquids, nnd these in small quantities, for 
a number of years, owing to this eondtiion. Following gastro¬ 
enterostomy he was restored to practically a normal condition. 
The stomach in this patient was one and one-half inches in vertical 
diameter, two inches in fore and aft, with walls an inch thick. 

The operation is abused if done in advanced eases of carcinoma 
with marked cachexia. I am quite sure that in many eases of 
carcinoma of the pylorus the operation is ill advised. The mortality 
of subtotal gastrectomy in the latter class of enses is so little greater 
than gastro-enterostomy, that I question the propriety of gastro¬ 
enterostomy in the presence of a growth that enn be excised without 
injuring the pancreas, if the glandular involvement be not too 
extensive. Injury of the pancreas, if followed by escape of the 
pancreatic ferments, which cause necrosis of the tissues with which 
they come in contact, is a serious condition. W hen the profession 
awakes to the importance of opening the abdomen early in the ease 
of chronic dyspeptics, gastro-enterostomy will have a small place 
in the surgery of carcinoma of the stomach, except in connection 
with excision. That the operation is much abused if done in cases 
of gastric crises we will all agree. 

In acute dilatation of the stomach the operation of gastro-cntcr- 
ostomy will never be required if the stomach tube is used earlier 
and oftener in persistent nausea, not waiting until there is vomiting 
in that clnss of cases in which we are not surprised to sec it. In my 
surgical work the stomach tube is used to the exclusion of any nnd 
all medication, formerly nnd still believed by many to be worth a 
trial. The time lost in giving medicines, with the hope that they 
will do good, is the very time that lavage is to be practised if we nre 
to prevent this serious complication. In chronic dilatation, with 
or without prolapse, if there be no motor insufficiency or stagnation, 
the operation is useless. 
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There is no doubt that there are certain morbid gastric conditions 
which have been, and are still, classified as neuroses, What concerns 
us particularly is that set of gastric symptoms classed grossly as 
“nervous dyspepsia.” Under this general term have been grouped 
the most diverse symptom-complexes, with, ns a rule, but little 
understanding of the underlying principles of the ease. It is true 
that there are certain disturbances in the gastric function, motor, 
secretory, and sensory, for which we can, by the minutest exami¬ 
nation, find no organic basis. Besides grouping them into these 
three classes, wc may also classify them ns conditions of irritation 
or depression. Thus, gastralgin, nausea, and gastric hyperesthesia 
are prominent types of sensory disturbances; hypcrehlorhydria and 
hypersecretion are well-known types of secretory disturbances; 
while atony, pylorospasm, and pyloric insufficiency represent well- 
known varieties of motor disturbance. Needless to say, motor, 
sensory, and secretory aberrations may all be combined in a given 
ease, and it is by various combinations (lint the different types of 
so-called “nervous dyspepsia” are produced. 

As a fundamental principle, we can safely state that a gastric 
neurosis without other neuroses or neurasthenic conditions is a 
most rare thing. The gastric symptoms, however, may so over¬ 
shadow all others tiiat attention is directed only to them. 

In sensory disturbances we find more or less anorexia, or at least 
capaciousness of appetite, in almost every case. It is such a con¬ 
stant symptom that it is of little value; practically every sufferer 
from every form of gastric disease, real or imagined, complains of 
it at one time or another. True gastralgin I have found rarely. 
Of the secretory disturbances, hyperchlorhydrin is the most impor¬ 
tant. Our ability to diagnosticate the condition by analyses of 
stomach contents and secretions is not grent, yet extreme enses can 
be diagnosticated in this way, and do at times occur in the absence 
of anything that would seem to account for the condition. Atony 
of the stomach also cannot at times be considered ns nnything but 
a neurosis, and its treatment falls fully ns much within the province 
of the surgeon ns of the internist. In the diagnosis we are again 
confronted by the lack ot exactness of methods of examination and 
the difficulty of fixing a standard with wide enough limitations to 
include all normal cases, and yet of sufficient definiteness to be a 
standard. 

Finally, we have that vague group of symptoms, sensory, motor, 
and secretory combined, which, in the absence of any definite or 
tangible demarcation, has been called “nervous dyspepsia.” It 
includes definite feelings of distress, pain or heaviness in the epi¬ 
gastric region, eructations, anorexia, gastric torpor rather than 
marked atony, intervals of excess of acid secretion, and an associated 
intestinal derangement, with almost invariable constipation. 

The most important features in the diagnosis of any gastric 
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neurosis is the eliciting ot a careful history, which will show the 
general neurasthenic condition of the patient. The presence of 
a manifest general nervous breakdown with an undoubted neuras¬ 
thenia would at once predispose us to consider any gastric symptoms 
present as but local signs of a general process. Again, this run¬ 
down condition may be a secondary neurasthenin, due to a primary 
lesion which underlies both it, indirectly, and the primary condition 
of the stomach most directly. A patient with a latent but not 
symptomless gastric ulcer would soon show gastric symptoms, 
which might be considered nervous in origin, ns well as a general 
neurasthenic condition, due to his sufferings. 

Carcinoma in its early stages is much more often considered as a 
gastric catarrh or nervous dyspepsia than it is recognized. Ano¬ 
rexia, followed by the symptoms of a vague chronic gastritis or 
neurosis, when it occurs in a middle-aged person, is a condition 
which should excite our greatest apprehension, and be dismissed 
from consideration only after the most carciul examination has been 
made—after the case, if obstinate, has come to operation. 

Punctate ulceration of the stomach mucosa with small, cnrly 
bleeding points may involve almost, if not quite, nil of the gastric 
mucosa. In the absence of the classical signs of ulcer, which we 
often have in this condition, the hypcrehlorhydrin present has often 
been mistaken for the main lesion. 

It has always been my opinion that in very many of the enses of 
vomiting regarded ns primary neuroses we have really a symptom 
only of some lesion in or oustidc of the stomach which, for some 
reason or other, we have been unable to determine. Vomiting ns 
a pure motor neurosis is regarded nowadays ns far less frequent 
than it was thirty years ago, yet we occasionally sec it. 

The surgeon’s principal duty as regards the true neuroses of the 
stomach is to recognize them, to separate them from secondary 
dyspeptic conditions due to lesions which perhaps it is within his 
province to treat. I regard the proposition to operate on these 
cases for the mental effect upon their general neurasthenic or 
hysterical condition ns unsafe, illogical, and ns setting a most dan¬ 
gerous precedent. 

There is no exception, perhaps, to the general statement that gas¬ 
tric neuroses per se are not within the province of the surgeon. 
If we consider gastric atony and ptosis as really neuroses, when they 
are apparently primary, they form the exception. There are cer¬ 
tain of these cases in which all medical and general treatment is 
unnvnding, while a gastro-entcrostomy promptly lends to recovery, 
by furnishing the stomach with drainage, which by its own force it 
is unable to secure. In ptosis I believe that gnslro-enterostomy is 
the only logical procedure. This is true even in some instances in 
which the pylorus is entirely patulous. While I believe that an 
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occlusion of the pylorus is the main indication for gastro-enter¬ 
ostomy, I do not think it is the only one. 

To make a gastro-enterostomy upon a patient with gastric neurosis 
pure and simple is nothing short of a catastrophe. Within the past 
year a patient came under my observation who had had several oper¬ 
ations performed, the last of which was a gastro-enterostomy. The 
patient, a typical neurasthenic, ns a matter of course was not only 
not benefited by the latter procedure, but made very much worse. 
After having her under my care for a number of days I determined 
to restore her stomach and intestines to a normal condition, minus the 
amount of bowel necessary for her to lose in order to cut out the 
portion involved in the anastomosis; this I did, with closure of the 
stomach, the patient being markedly benefited thereby for a time. 
I have recently learned that she is vomiting again and her condition 
is practically the same ns before the first operation. There could be 
no better example of the futility of operation in gastric neuroses. 

Being jealous of the benefits that surgery has conferred upon 
humanity, not the least of which are in this field, I do not wish to 
have discredit cast upon her efforts by operations performed upon 
improper indications. It is with some trepidation, however, that I 
advise against operation in gastric neuroses, simply because so 
many cases are thus incorrectly diagnosticated which would afford 
brilliant surgical cures. In giving this advice, therefore, it is with 
a plea for more careful observation to rule out any possibility of an 
organic lesion being accountable for the symptoms. Wc nre jus¬ 
tified in considering only those cases ns neuroses which give a history 
clearly indicating other neurotic stigmas, with symptoms that vary 
greatly without apparent cause, or ns the result of emotional states, 
and which give to careful observation no clue to an organic lesion. 
Better that such cases should come to exploration occasionally than 
to miss many true surgical cases. But I do not concur in the advice 
to operate upon these cases knowingly, nor, having unwittingly 
explored the stomach in such a case, to make a gastro-enterostomy 
or any other operation in the absence of a definite physical indication. 

In conclusion, it is fitting for me to say that every surgeon should 
first be a physician. The surgeon should understand disease, its 
physical signs, and its differential diagnosis. The surgeon who does 
not possess this knowledge is not in a position to advise treatment. 
The surgeon should not be the mere human tool of the physician. 
I regret to say that surgeons are of two classes—the surgeon and the 
operator; the combination is what makes the true surgeon. It is 
to be regretted that the laity too often regard the surgeon ns the last 
man to be called in. How often their distaste for the surgeon has 
been the cause of the fatality 1 



